A 36-year-old man with a 3-year history of biopsy-proven pancolitis was referred to our hospital. His clinical course had a relapsing remitting pattern of bloody diarrhoea responsive to both steroids and mesalazine. On hospital admission he had a 7-day history of bloody diarrhoea. On physical examination, he was conscious, alert, oriented and haemodynamically stable. The patient's lungs were well ventilated. Abdominal examination showed no abnormality, but there was fresh blood on rectal examination. Laboratory examination disclosed leucocytosis 15.7 x 109/l (predominantly polymorphonuclear leucocytes). Erythrocyte sedimentation rate was 106 mm/h. There was thrombocytosis (409 x 1 09/l) and elevated C-reactive protein (40 mg/l). Haemoglobin level, haematocrit, prothombin time, liver function tests and serum iron were all normal. Colonoscopy showed exacerbation of ulcerative colitis with multiple pleomorphic ulcerations varying in size from 5 mm to several centimetres and multiple inflammatory polyps of 2-3 cm. Heavy inflammation with crypt abscesses was seen histologically. He was treated with prednisone 60 mg per day and mesalazine 1500 mg per day with an improvement of the diarrhoea. During the 2 days of hospitalisation, the patient had an acute onset of red, irritated left eye with blurred vision. Ocular studies of the right eye were all normal. Ocular studies of the left eye revealed a visual acuity of 0.5 (normal 1); split lamp biomicroscopy revealed episcleritis close to the limbus with corneal shining; intra-ocular pressure (by applanation tonometry) was normal (15 mmHg); ophthalmoscopic examination demonstrated a venous retinal vessel occlusion in the inferior fields with retinal swelling affecting the macula and haemorrhages in the inferior fields. A fluorescein angiography examination was performed (figure 1).
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Argon laser photocoagulation was used in our patient in order to stop the retinal oedema which was affecting the macula. After three treatment sessions visual acuity improved. One year later, the visual acuity of the left eye was 0.8 and marks remaining on the retina as the result of photocoagulation and a venousvenous shunt close to the optic disk were seen in the fluorescein angiography (figure 2). 
